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Detailed protocol 


Staff screening protocols 


Two parallel streams of entry into the testing programme were established and managed jointly by the Occupational Health and Infectious Diseases departments. The first (HCW 
symptomatic, and HCW symptomatic household contact screening groups) allowed any patient- facing or non-patient-facing hospital employee (HCW) to refer themselves or a 
household contact, cluding children, should they develop symptoms suggestive of COVID-19. The second (HCW asymptomatic screening group) was a rolling programme of 
testing for all patient-facing and non-patient- facing staff working in defined clinical areas thought to be at risk of SARS-CoV-2 transmission. Daily workforce sickness reports and 
trends in the results of HCW testing were monitored to enable areas of concern to be highlighted and targeted for screening and cluster analysis, ina reactive approach. High 
throughput clinical areas where staff might be exposed to large numbers of suspected COVID- 19 patients were also prioritised for staff screenng. These included the Emergency 
Department, the COVID-19 Assessment Unit, and a number of ‘red’ inpatient wards. Staff caring for the highest priory ‘shielding’ patients (Haematology/Oncology, Transplant 
medicine) were also screened, as were a representative sample of staff ftom ‘Amber’ and ‘Green’ areas. The personal protective equipment (PPE) worn by staff in these areas is 
summarised in Table 1. Inclusion into the programme was voluntary, and offered to all individuals working in a given ward during the time of sampling. Regardless of the route of entry 


into the programme, the process for testing and follow-up was identical. Wards were closed to external visitors. 


We devised a scoring system to determine the clinical probability of COVID- 19 based on symptoms from existing literature (Wang et al. 2020; Giaconell et al. 2020; Table 2). 
Selfreferrmg HCW and staff captured by daily workforce sickness reports were triaged by designated Occupational Health nurses using these criteria ( ). Self isolating staff in 
the medium and low probability categories were prioritised for testing, since a change in the clinical management was most likely to derive from results. 


Self isolation and household quarantine advice was determined by estimating the pre-test probability of COVID- 19 (high, medium or low) in those with symptoms, based on the 
presence or absence of typical features (Tables 2~3). Symptom history was obtained for all symptomatic HCWs at the time of self-referral, and again for all positive cases via 


telephone interview when results became available. All individuals who had no symptoms at the time of testing were followed up by telephone within 14 days of their result. Pauci- 
symptonntic individuals were defined as those with low-probability clinical COVID- 19 criteria (Table 3). 


Sample collection procedures 


Testing was primarily undertaken at temporary on-site facilities. Two “Pods’ (self-contained portable cabins with office, kitchen facilities, generator and toilet) were erected in close 
proximity both to the laboratory and main hospital. Outside space was designed to enable car and pedestrian access, and ensure >2 m social distancing at all times. Individuals 
attending on foot were given pre-prepared selfswabbing kits containing a swab, electronically labelled specimen tube, gloves and swabbing instructions contained in a zip-locked 
collection bag. Pods were staffed by a team of re-deployed research nurses, who facilitated selfswabbing by providing instruction as required. Scenario 1 PPE (- 
by Pod nurses at all times. Individuals in cars were handed selfswabbing kits through the window, with samples dropped in collection bags into collection bins outside. Any children 
(household contacts) were brought to the pods in cars and swabbed in situ by a parent or guardian. 


In addition to Pod-based testing, an outreach HCW asymptomatic screening service was developed to enable selfswabbing kits to be delivered to HCWs in their area of work, 
minimising disruption to the working routine of hospital staff, and maximising Pod availability for symptomatic staff Lists of all staff working in target areas over a 24 hr period were 
assembled, and kits pre-prepared accordingly. Self-swabbing kits were delivered to target areas by research nurses, who trained senior nurses in the area to instruct other colleagues 
on safe sel&swabbing technique. Kits were left in target areas for 24 hr to capture a fill cycle of shift patterns, and all kits and delivery equipment were thoroughly decontaminated 
with 70% ethanol prior to collection. Twice daily, specimens were delivered to the laboratory for processing. 


Laboratory methods 


The swabbing, extraction and amplification methods for this study follow a recently validated procedure (Sridhar 
throat followed by the nasal cavity as previously described (Our World in Data, 20: 
containing 4M guanidine thiocyanate to mactivate virus, and carrier RNA. This facilitated BSL2-based manual extraction of viral RNA mn the presence of MS2 bacteriophage 
amplification control. Use of these reagents and components avoided the need for nationally employed testing kits. Real-time RT-PCR amplification was performed as previously 
described and results validated by confirmation of FAM amplification of the appropriate controls with threshold cycle (CT) <36. Lower CT values correspond to earlier detection of 
the viral RNA in the RT-PCR process, corresponding with a higher copy number of the viral genome. 


LL 2020). Individuals performed a selfswab at the back of the 


Results reporting 


As soon as they were available, positive results were telephoned to patients by Infectious Diseases physicians, who took further details of symptomatology including tinmng of onset, 
and gave clinical advice (Table 3). Negative results were reported by Occupational Health nurses via telephone, or enmiled through a secure internal ermil system. Advice on 


returning to work was given as described in Table 3. Individuals advised to self-isolate were instructed to do so in their usual place of residence. Particularly vulnerable staff or those 
who had more severe illness but did not require hospitalisation were offered follow-up telephone consultations. Individuals without symptoms at the time of testing were similarly 
followed up, to monitor for de novo symptoms. Verbal consent was gained for all results to be reported to the hospital’s infection control and health and safety teams, and to Public 


Health England, who received all positive and negative results as part ofa daily reporting stream. 
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